examination it shows no gross cytological abnormality, apart from early hyaline change in a few fasciculi of muscle. The striking feature is a very great deficiency of tissue with perhaps a slight relative excess of fibrous elements.
I have reported this case because I have been unable to find any similar account of complete rupture of the uterus in concealed accidental hamorrhage. Partial ruptures are well recognized, but as far as I am aware in the cases hitherto recorded the ruptures have for the most part been small fissures involving the peritoneal and most superficial part of the muscular coats only. In 1916 McNair [1] described a ease of concealed accidental hemorrhage in which there were multiple fissures on the peritoneal surface of the uterus resulting in a large intraperitoneal haemorrhage. In his case there was a deep fissure on the inside of the uterus running across the placental site, but this did not involve the whole thickness of the uterine wall. McNair referred to similar cases in which small peritoneal fissures had been described by Fraipont, Shannon, Clifford, and Fletcher Shaw. Phaneuf [2], in 1919, described two cases in which larger ruptures-2 in. in length-were found involving the muscular and peritoneal layers, but not opening into the uterine cavity.
I have been unable to find any report of a case in which a complete rupture of the type shown here has occurred in a case of concealed accidental haemorrhage.
That the sudden and increasing distension of the uterus by blood was, in fact, the exciting cause of rupture in this case, cannot be doubted from the clinical course. There can also be little doubt that the predisposing cause in this case was the very thin uterine wall, and from the absence of any gross disease in this thin part we must look upon it as a localized failure to hypertrophy on the part of the uterine muscle.
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[2] PIIANEUF, L. E., Surq. Gyn. and Obst., 1919, xxix, 575. A Case of Concealed Accidental Hemorrhage associated with Spontaneous Complete Rupture of the Uterus. By C. M. GWILLIM, F.R.C.S. THE specimen shown is from a case of concealed accidental hamorrhage, associated with spontaneous complete rupture of the uterus. There is a tear, extending from the cervix to the fundus, along the left side of the uterus. The peritoneal coat, muscle and decidua all show interstitial h8emorrhages, but the thickness of the uterine wall is uniform and normal. Histologically the muscle fibres appear to be normal. The case history is as follows:-The patient was aged 22 years and had previously had one normal pregnancy and labour. She was thirty-seven weeks pregnant. At 6.30 p.m. on March 28, 1929, she was seen, on the district, complaining of continuous abdominal pain and vaginal bleeding. She was blanched, and her pulse-rate was 110. The uterus was hard, wooden, and tender. No contractions were felt. The fetal parts could not be felt, and the fetal heart sounds were not heard. The flanks were resonant. A binder was applied and the patient was sent in to the General Lying-in Hospital, York Road.
At 1 a.m. the cervix was fully dilated and the membranes were ruptured artificially. The head was well down.
At 1.30 a.m. the patient suddenly had an acute pain and became blanched and restless. The pulse-rate was 148. She had no more pain after this. The faetal parts were easily felt and the flanks were dull. The uterus could be felt in the right iliac fossa, and on vaginal examination the rent could be felt.
On laparotomy the placenta and child were founi in the left hypochondrium. The abdomen was full of blood and clot.
A total hysterectomy was performed. Intravenous saline and blood-transfusion were given. The patient made an uninterrupted recovery. On behalf of the Clinical anzd Laboratory Staff of the Hospital. WE are so much impressed with the necessity for full bacteriological investigation that we definitely state that every case of pyrexia in the puerperium must have full laboratory investigation before adeqtuate treatment can be given. Queen Charlotte's Isolation Block for the reception, investigation and treatment of cases of puerperal sepsis was opened in September, 1930, and the laboratory was opened in February, 1931. Its objects are twofold. Firstly, to provide accommodation for cases of puerperal fever in patients of all social grades (we have private wards and semi-private wards, as well as wards for hospital patienits). Secondly, to conduct research into the causes and treatment of puerperal sepsis.
This report deals with 533 cases admitted during the period September, 1930, to December, 1932, and the The large number sent from Queen Charlotte's Hospital is due to the fact that all cases of pyrexia (except trivial rises of temperature, obviously due to some minor non-puerperal cause) are transferred immediately to the Isolation Block.
It is interesting to analyse still further the Queen Charlotte's Hospital cases.
During the period under review 5,802 cases were delivered at the main hospital and annexe at Goldhawk Road, and of these 408 were emergency cases sent in by doctors. 4,129 cases were delivered in their own homes on the Queen Charlotte's Hospital district; all district cases received antenatal supervision.
The value of early admission and antenatal care is well brought out in the following table. Further, of the total 133 in-patients transferred to the Isolation Block, only 33 (24 8) were found to be infected with hbamolytic streptococcus, whereas of the 80 district cases there were 43 (53*7). This is not in accord with the generally accepted view that the incidence of potentially serious infection is greater among cases delivered in hospitals than among those delivered in their own homes.
